. A second chest radiograph taken when the patient was in sinus rhythm showed resolution of the pulmonary oedema. The heart and lung fields were normal; there was no evidence of congenital heart disease.
A regular tachycardia, I86 a minute, was present. There were no murmurs or other extra sounds. There was no evidence of cardiac hypertrophy. The jugular venous pressure was slightly raised, and fine basal crepitations were heard at the bases of the lungs. The blood pressure was 120/80 mmHg. The electrocardiogram revealed a nodal tachycardia of I87 a minute (Fig. I) (Fig. i) . A second chest radiograph taken when the patient was in sinus rhythm showed resolution of the pulmonary oedema. The heart and lung fields were normal; there was no evidence of congenital heart disease.
Skeletal abnormalities a) Clinical findings The right hand was the most severely affected (Fig. 2) of the four limbs, and accounted for most of her disability. The thumb was normal. A constriction ring was present at the base of the index finger which in addition had flexion deformity. Syndactyly and rudimentary phalanges with hypoplastic nails were present in the middle and ring fingers. Small pits were present in the dorsal and palmar aspects between these two digits. The middle phalanx of the little finger was rudimentary, and the nail was absent. On the left hand constriction rings were present at the base and middle of the middle phalanges of the index finger and middle finger. A constriction ring was present at the head of the middle phalanx of the ring finger. Hallux valgus was present on the right foot, the nail of the big toe was absent, the third and fourth toes were short and fused without nails, and the nail of the fifth toe was rudimentary. The big toe of the left foot was short with hallux valgus deformity, the second toe was short, and rudimentary nails were present on the fourth and fifth toes.
b) Radiological findings A radiograph of the right hand showed that the middle and distal phalanges of the third and fourth fingers were absent, while the distal phalanges of the index and little fingers were very hypoplastic. The fourth and fifth metacarpals were hypoplastic (Fig. 2) consecutive newborn infants with musculoskeletal deformities but without heart disease (Bick, I960) .
The aetiology of most congenital defects, including cardiac, is not known. Chromosomal analysis was normal in our patient. Normal chromosome studies, however, do not exclude a partial deletion or inversion, changes which cannot be detected with present techniques. It is of interest, that, not only in this case but also in the wellestablished cardiovascular-sekeletal syndromes (Holt and Oram, I960; McKusick, I966; Emanuel, 1970;  Krikler, I973; Neill, I972) , the hands are most commonly and more severely affected, while the feet are very infrequently affected, and when so, show very minor defects. An embryological explanation has been suggested for this preferential involvement by Holt and Oram (I960) . The limb buds appear in the embryo during the fourth week, at the time when the primitive heart tube is beginning to differentiate, and the main development of both limbs and heart takes place simultaneously in the next two weeks. The upper limb buds appear first and their growth is completed earlier than that of the lower limbs (Arey, I965) .
The present case certainly has a similar distribution of skeletal abnormalities, but whether it should be considered as a variant of the cardiovascular-skeletal syndromes, in which the congenital heart lesion is the anomalous atrioventricular pathway, is too early to predict; the hypothesis is nevertheless under investigation in a larger group of pati-nts with the WPW syndrome. 
